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N 002 1200-8-6 No Deficiencies

- There were no life safety code deficiencies noted
on the day of this annual licensure survey.

N 002

Division of Health Care F

LABORATORY DIRECTOR'S OR P

R/SUPPLIER RESENTATIVE'S SIGNATURE

Ot sha)!

STATE FORM W/

Lil:ich]

6xXTQ21

JU

v

!

If continuatidn sheet H of 1

01 201




